not something which should be imposed on them, but by understanding the needs of the parents and being aware that parents who have been involved to this extent can more easily mourn their loss, staff will find themselves able to undertake this task. Recently, a House Officer was able to sit on a mother's bed holding the dead newborn baby wrapped in a cloth. Gradually he was able to encourage the mother to feel the baby's foot through the cloth and eventually to feel the whole baby. Finally, she was able to look at her baby without the surrounding cloth and to handle it.
Seeing and holding the dead baby should if possible include those who are born malformed. It is possible to show a malformed baby to parents using drapes in such a way that the horrific element is reduced, and to a large extent neutralized. It is also essential to be aware that parents, and particularly mothers, imagine that a malformed baby (a monster) is far more abnormal in their mind than in reality. Experience has shown that it is important that the doctor whose role it is to discuss the dead baby with the parents should himself have seen the baby. Parents are less helped by a doctor who is talking about a baby he has never seen.
Parents and siblings should be encouraged to take part in the funeral ceremony, which should be postponed until the mother has left hospital. While the mother is in the hospital, the question as to whether she should be in a separate room or in a ward full of mothers with live babies, needs to be worked out with her and her husband. Some mothers are more at ease by remaining in the main ward but others will prefer a room on their own. Hospitals should be willing to provide a put-up bed for husbands in the single room, so he can remain with his wife at night. It is preferable that the other patients, as well as the staff, should know of the baby's death, since in this way their conversation and their support for the affected mother is realistic and more understanding.
The dead baby is not someone to be hustled away without a proper funeral but is, as one mother told me, 'an achievement and one of your family'. Mourning takes time, and in order to mourn adequately it is important to have seen the person who is being mourned. Parents should be helped to be aware that the next baby is not a replacement for the dead baby but is a new member of the family for which the earlier baby is also a continuing member.
The on-going work which should continue until the parents have been able to work through their grief car. be undertaken by a doctor, a nurse, a social worker, health visitor or priest. The family doctor should be involved in the decision as to who is best suited to undertake this task.
Although this paper has been concerned with stillborn babies and therefore babies of at least 28 weeks gestation, it is clear that the need to mourn is not necessarily reduced by the fact that the baby has died earlier. Similarly, the question as to whether a funeral is held should not be determined by gestation. My discussions with the Department of Health and Social Security regarding the legal aspect of burial laws for children of less than 28 weeks gestation have shown that there is nothing in law to prevent the burial of such a baby. The undertaker would require written authority and this would take the place of the 'Disposal Certificate' normally provided by the Registrar.
The importance of learning whether there has been a stillborn baby in a family is such that when taking a medical history of any member of a family it is important to enquire-of the parents whether there has been a previous miscarriage or stillbirth. Such a history should always be taken in the antenatal clinic. The administrative details involved in what happens in a hospital to a stillborn baby are insufficiently known by doctors and nurses. In fact, I have still to meet a doctor or nurse working in an obstetric department who knows what happens to babies born dead in his department. However, the encouraging aspect has been the response from all the doctors, nurses, social workers and others with whom I have discussed the problem and who have uniformly come out in favour of the need for a greater involvement of the parents.
A child's quotation in Nannette Newman's 'Lots of Love' (1974, The impact and the effect of a stillbirth or a neonatal death have not, until recently, been a subject of professional concern. As Dr Hugh Jolly has shown, the form of notification of a stillbirth and the burial arrangements reflect a cold blooded and 'callous' attitude. The feelings of grief experienced by parents and their need of professional help are the same as they would be in any other bereavement in the family. This meeting reflects the growing interest in the topic and the concept of loss as a widespread phenomenon beyond the strict confines of death only: amputation, children leaving home to get married, diabetes or fibrocystic disease, to name but a few. Why a topic so poignant as bereavement has been for so long ignored is worth consideration: perhaps the subjective feeling of the professionals involved could well account for the lack of recognition or the provision of a service. It may be linked with the mechanism of disassociation, as in Eastern mysticism, as a means of coping with it.
Pediatricians are involved with more than just diagnosis and treatment. Their hallmark is their concern for the welfare of the child and his family, as to effects of the birth of an abnormal child, and the handicapped or disadvantaged child. Why then should we turn away from this part of our charter? The purpose of this communication is to demonstrate the necessity for help and to show a way in which it can be done.
It is a problem of no mean size. Each year there are some 20 000 perinatal deaths, and from the number of people involved that figure could well be quadrupled.
The intensity of the experience was well illustrated by Bel Mooney in The Guardian of 8 January 1976, when she described what she felt:
'My husband and I were left to weep in"each other's arms, devastated by the extent of the loss we felt for someone we had never metthose who have experienced the death of a baby probably feel first, after the tears, the need to blame -I do not wish to "get over" his loss. I simply wish that his life and death should be absorbed into my own.' I invited readers to let me know what help they may have received after bereavement. From the 120 letters received not one was provided with a planned, structured session of counselling. Giles (1970) , in the only paper I have been able to trace on the subject, described 40 mothers with a perinatal death; he found that:
'Besides feeling empty, sad and physically exhausted, the woman who has lost a baby in the perinatal period may feel that she is to blame, that she is a failure, that it may recur infuture pregnancies. To her doctor especially she looks for help, and it is from him that she will accept explanation.. which will relieve her fears and guilt. -To have relieved a patient's anxiety, loneliness and guilt, and to have established her trust and confidence for the future, are the rewards of a doctor's readiness to talk with a woman who has lost her baby in the perinatal period.' My own work began when Machin (1974) was studying possible chromosome abnormalities in perinatal deaths: I have interviewed some 155 families and found the time spent rewarding and revealing. The technique of interviewing is still experimental: full tape recording, a pro forma questionnaire and a totally unstructured interview have all been tried, and I am using a combination of free and then structured (for data collection) interviews. I allocate an hour for each family, and find that two on one afternoon a week is as much as I can manage both in time and emotion. I see them six weeks after the event in order to have available the post-mortem report on which parents put so much importance. The highlights of my experience are:
(1) That husbands almost always come with their wives.
(2) That time and privacy without interruption are difficult to achieve in hospital practice.
(3) That it is exceptional to be able to provide a cogent and significant explanation of the baby's death, for in the majority it is associated with placental insufficiency. (4) That previous bereavement has considerable bearing on the present grief. (5) That given the opportunity there are some parents who, had they been asked, would have chosen to have seen their dead baby. (6) That sympathy and kindness is widely given by the nursing staff, but that after a perfunctory explanation there is a 'conspiracy of silence'. (7) That a small proportion of parents do not accept the invitation to attend the bereavement clinic, and these would be interesting to study. (8) That there are fortunately few who are left with a feeling of resentment and who blame the hospital. (9) That the majority of those who embark on another pregnancy choose to come back to the same hospital, although they are given every opportunity of having their next baby in another hospital of their choice. (10) That the provision of a personal obstetric consultant service for the next pregnancy, with arrangement for delivery in the main department of the obstetric service. is a great source of security and comfort to them.
Perhaps the most interesting of all is that although all are given the opportunity of attending the clinic again at their wish, by arrangement, it is exceptional for them to re-attend, and on subsequent meetings when they have their next baby the one interview would have seemed to have sufficed for their needs. A controlled study of those who did not receive any such counselling service would be worth while to help evaluate the significance of the service provided.
